2 all the immunological proteins are found there, but the methods developed for collecting these secretions have proved liable to cause artifacts.
Endocrine studies were carried out in 117 women with secondary amenorrheea: 115 were in the age range 17 to 30 years; two were 45 and 46 and complained of infertility and menstrual irregularity.
Skull X-rays revealed pituitary tumours in 2 pat ients.
BMR and 1311 uptake studies were carried out. Only 6 patients had less than 200 neck uptake of 1311 but 28 had a BMR of less than -14 %. Only 3 patients were hypothyroid by both tests. In some cases the low BMR was due to a selfimposed regime of food restriction. In 5 patients the menstrual disturbance responded to thyroxine treatment and they are considered to have been suffering from hypopituitary hypothyroidism. The responses to TSH supported this.
The response to metyrapone was determined in hirsute and nonhirsute patients. The 1 7-oxo-steroid response relative to the 17-oxogenic steroid response was not greater in the hirsute women. This is in contrast to the response to ACTH in these two groups of patients (Prunty 1956 , Mills et al. 1962 ).
Total gonadotrophin excretion was measured and suggested that 3 women had ovarian failure. The 2 women of 45 and 46 were not among these 3. In 16 patients no gonadotrophin was measurable in the urine. This is not absolute evidence of pituitary failure.
Assessment of ovarian size was made by X-ray in the prone, head-down, 45-degree tilt position after induction of a pneumoperitoneum. The size of the ovaries was assessed by the ovarian index. This is the sum of half the product of two measurements at right angles for the two ovaries. (This is half the index devised by Ferriman & Purdie 1965). The distribution of the ovarian indices suggests two main ovarian populations: the normal is probably between 5 and 11 cm2. Ovarian size on X-ray was compared with that found at laparotomy in 18 patients and showed a very close agreement.
Ovarian hypoplasia was shown on X-ray in 3 patients: this was confirmed at laparotomy in 2 and at post-mortem in the third.
By combining all the endocrine data a diagnosis was arrived at in 105 of the 117 patients. The polycystic ovary syndrome occurred in 500% of patients with menstrual disturbance. The diagnosis was confirmed at operation in all 21 who were operated on. The next most common diagnosis was anorexia nervosa, 17% of all the patients. There were 7 other patients in whom the only abnormality was a low BMR. The other diagnoses were less frequent: psychological, 6 cases; ovarian hypoplasia, early menopause, 3 cases each; obesity amenorrhcea, pituitary tumour, 2 cases each; one case each of partial hypopituitarism, Cushing's syndrome, thyrotoxicosis and chromosomal mosaicism ( XO/XX).
Of the patients with anorexia nervosa restoration of normal weight brought about return of menstruation in 8. Of the patients with polycystic ovaries, 21 had wedge resections and 16 had regular periods following it: 6 became pregnant. Of 8 treated with clomiphene, all had return of regular menstruation and 4 became pregnant.
